implementation. Before the law could impact the target population, the first step required jurisdictions to opt into the DPDP. Garfein et al. evaluated the approval of DPDPs by health jurisdictions over time since SB1159 was passed. 11 They found that, by the end of the second year, only 17 (28%) of the 61 jurisdictions had approved DPDPs, of which three had no registered pharmacies. Most jurisdictions that approved DPDPs did so in the first year, and by 2007 health officials in most jurisdictions without DPDPs reported that they were not planning to seek approval. To better delineate the decision-making process, Rose et al. used qualitative methods to interview senior appointed health officials and elected officials in jurisdictions that approved and did not approve the DPDP. 12 Their study showed that, in jurisdictions lacking acceptable syringe disposal policies or where SB1159 was considered a low public health priority, health officials sometimes lacked momentum to pursue authorization from their elected officials. In the same study, Backes and Rose 13 found that elected officials often opposed the program due to expressed concerns about unsafe discard of used syringes, loss of syringe possession as an important law enforcement tool, or a belief that drug users are unable to change behavior.
The second requisite condition towards the implementation of the syringe sales program involved the participation of pharmacies in jurisdictions that approved of the program. Garfein et al. found that, in jurisdictions with approved DPDPs by 2007, only 18% of the pharmacies had registered to sell non-prescription syringes.
11
To better understand the pharmacists' perspectives and practices, Cooper et al. studied two large counties with approved DPDPs.
14 They found a great variation in the percentage of registered pharmacies in Los Angeles (17%) compared to San Francisco (76%). Cooper et al. also assessed the third necessary condition, which is whether pharmacies in the program actually allowed syringe sales without prescription. They found that many pharmacists, although registered with the DPDP, reported requiring a proof of a medical condition or plainly refused to sell to suspected IDUs.
Lastly, it was important to assess whether IDUs in health jurisdictions with approved DPDPs actually purchased syringes from participating pharmacies. Riley et al. found that over one third of IDUs in San Francisco had actually bought syringes at pharmacies, although these IDUs mostly disposed of their used syringes at syringe exchange program sites rather than at pharmacies. 15 They also found that syringe use practices were safer among IDUs that used either of these sources, a scenario which echoes the findings in the New York and Connecticut evaluations. 3, 8 Overall, these studies show that all four conditions for optimal syringe access through SB1159 were met with challenges. The minority of jurisdictions approved of the program, the minority of pharmacies within approved jurisdictions joined the program, the minority of pharmacies that joined the program allowed syringe sales without discrimination, and the minority of IDUs in a city with many pharmacies participating in DPDP ended up purchasing syringes at pharmacies. However, IDUs who were able to purchase syringes were less likely to report sharing syringes, thus achieving the intended goal of SB1159. This suggests a need to remove barriers at all levels in order to further increase syringe access. This can be achieved first by new legislation that removes syringe prescription requirements and any necessity for jurisdictions or pharmacies to approve or join any specific program. Upon removal of the legal barriers, pharmacists may need education about the public health importance of providing syringe access. 2 It will also be important to work with pharmacies to consider ways that they can sell syringes in a way that is not disruptive to their other business and to provide syringe disposal options that are acceptable to IDUs.
